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Abstract
Purpose Our aim was to investigate associations between the
subjective burden of care and health-related quality of life
(both physical and mental) within colorectal cancer patient
carers in Ireland, with supplementary analysis of carer objec-
tive factors.
Methods Two hundred twenty-eight colorectal cancer infor-
mal carers were sent a postal questionnaire between August
2010 and March 2011 which included the Caregiver Reaction
Assessment (CRA) and the SF-12v2. Multiple regression
analysis assessed whether five CRA domains (family support,
finances, schedule, health and esteem) predicted carer mental
or physical health. Between-group comparisons investigated
differences in these domains across objective factors.
Results One hundred fifty-three carers (82 % female) com-
pleted the questionnaire (response rate=68 %). Carers’ mean
physical component summary (PCS) was 48.56 (SD=10.38)
and mean mental component summary (MCS) was 49.22
(SD=9.7). Five CRA factors explained 30 % of variance in
the PCS score and 28 % of variance in the MCS score. Health
burden (β=−.76, p<.001) and schedule burden (β=.28,
p=.01) were significant predictors of PCS. MCS was signif-
icantly predicated by financial burden (β=−.24, p=.01) and
esteem (β=−.18, p=.03). Younger carers, spouses, those with
a comorbid condition and those with no income change had
significantly lower PCS. There were no statistically significant
group differences for carer mental health.
Conclusions Our results demonstrate the need to recognise
the distinctive aspects of the impact of caring (i.e., physical
and mental) on carers and that different domains of subjective
carer burden and objective factors impact differently on each
of these. This has important implications for those delivering
support to carers over the course of the survivorship
continuum.
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Introduction
Colorectal cancer is the second most common cancer in
Europe with an estimated 447,000 new cases diagnosed in
2012 [1]. In Ireland, in common with other European coun-
tries, the number of new male and female colorectal cancer
cases has increased steadily over the last 20 years and survival
rates have also risen [2, 3]. Consequently, the number of
people living with colorectal cancer is increasing [4].
Survivors are living longer with their disease, and, like other
cancers, colorectal cancer is increasingly recognised as a
chronic condition. This, and other trends—notably a move-
ment towards increasing delivery of care in an outpatient
setting—means that informal carers of cancer survivors have
an increasingly important role in providing assistance and
supportive care [5–9].
While caregiving for cancer patients can have positive
effects [10], it can also impose a considerable burden as carers
integrate complex support tasks, both emotional and physical,
into their lives [9]. Patients diagnosed and treated for colorec-
tal cancer may experience severe pain, weight loss, nausea and
fatigue [9, 11–13]. A large proportion also has either a tem-
porary or a permanent stoma [14]. Their carers therefore face
challenges in supporting patients in the early stages of diag-
nosis and treatment and in providing ongoing support and care
[15, 16]. Ongoing domestic-related caregiving tasks, for
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example, can include extra housework, support with instru-
mental activities of daily living and cancer-specific care [17].
There is now a growing recognition that the needs of
caregivers should be acknowledged across the survivorship
continuum [18]. Kim et al. [19] recently examined these needs
which include cognitive/informational, communication, daily
activities, emotional, financial/legal, medical, social/
relationship and spiritual. Stenberg et al. [20] have reviewed
the effects of caring for a patient with cancer. The impacts of
caring on the caregiver included physical problems, such as
sleep disturbance, fatigue and pain; social problems, including
feelings of isolation and financial strain; and emotional prob-
lems including feelings of fear, uncertainty and hopelessness.
While a reasonably extensive literature exists on the effects of
caring for cancer patients, key predictors of carer health and
well-being are under-researched and require identification so
that provisions for carer support can be more effectively
delivered [6, 21].
The literature to date has identified a number of predictors
of health-related quality of life (HRQoL) in carers of cancer
patients including the following: patient/treatment-related fac-
tors [22], the patient’s physical care needs [23], the patient’s
QoL [24], carer socio-demographic factors (employment sta-
tus, income level, education [25]) and caregiving specific
factors (e.g. time in caregiving role [26]). While a limited
literature base exists examining the effect of objective burden
factors (defined here as the time involved in caring and the
out-of-pocket costs incurred due to caring activities), the
subjective carer burden (i.e. the impact that carers perceive
caring to have on different aspects of their lives) has rarely
been investigated as a predictor of carer HRQoL. In addition,
the majority of studies have concentrated on the predictors of
psychological, as opposed to physical, health [27], and only
one appears to have focused on the HRQoL of colorectal
cancer patient carers [14].
The primary aim of our study was therefore to investigate
associations between the subjective burden of care and
HRQoL (both physical and mental) within colorectal cancer
patient carers. Furthermore, in supplementary analysis, we
aimed to examine differences between carer physical and
mental health and objective carer factors (including objective
burden, socio-demographic characteristics, carer relationship
to patient and carer health).
Materials and methods
Study design and sample
This study has been approved by the appropriate ethics com-
mittees, and all participants signed the informed consent form.
We initially identified colorectal survivors in Ireland from the
National Cancer Registry Ireland. Survivors were between
6 months and 2.5 years post diagnosis. Four hundred ninety-
five survivors took part in the survey which represented a
response rate of 39%. As part of this survey, respondents were
asked whether a family member, friend or another person had
been helping in taking care of them since their diagnosis and,
if so, to provide contact details; the named individual was
designated an informal carer. Two hundred twenty-eight sur-
vivors indicated that they had a carer and provided contact
details. A carer postal survey was undertaken August 2010–
March 2011 when survivors were between a year and 3 years
post diagnosis.
Questionnaire and instruments
The carer questionnaire was developed from a literature re-
view and in-depth interviews with colorectal cancer survivors
and their family members [28]. It included questions on carer
socio-demographic and economic characteristics (including
age, gender, marital status and employment status), the carer’s
relationship to the colorectal cancer survivor, whether the
carer lived with the care recipient, whether the carer was the
sole caregiver and whether they had comorbidities or had
experienced any change in income since commencing
caregiving.
Carer subjective burden was assessed by the Caregiver
Reaction Assessment (CRA) scale [29] which has been shown
to be reliable and valid [30]. The CRA includes 24 items
which aggregate to four “negative” subscales (impact of care-
giving on schedule, finances and health, and lack of family
support) and one “positive” subscale (impact of caregiving on
carer esteem). For each item, carers were asked to rate the
current impact of caring on a 5-point Likert scale ranging from
1 (strongly disagree) to 5 (strongly agree). A total score was
computed for each subscale with a possible range of 1 (best) to
5 (worst). The self-esteem positive subscale was negatively
scored so that interpretation conformed to the negative sub-
scales. A higher score equates to a greater burden on all
subscales.
A subsection of the questionnaire assessed carer objective
burden, which was operationalised as the amount of time
spent caring for the colorectal cancer patient and the out-of-
pocket costs incurred while caring. Specifically, carers were
asked to indicate in the 30 days prior to questionnaire com-
pletion (i) additional time spent per week on domestic-related
caring activities (housework, activities of daily living (ADL),
instrumental activities of daily living (IADL) and cancer-
specific care [31]) and (ii) additional out-of-pocket (OOP)
costs per week incurred due to caring (including spending
on medicines, household items and cancer-related items such
as home help and stomas [17]). The questions on time spent
caring and associated categories were based on those devel-
oped by van den Berg and Spauwen [31]; spending categories
were based on those developed by Hanly et al. [17].
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Informal carer physical and mental health was measured
using the 12-Item Short Form Health Survey (SF-12v2), a
validated multidimensional generic measure of HRQoL [32]
consisting of eight health domain scales: physical functioning
(two items), role-physical functioning (two items), bodily pain
(one item), general heath (one item), vitality (one item), social
functioning (one item), role-emotional functioning (two
items) and mental health (two items). A physical component
summary (PCS) score (which contains all eight SF12v2 health
domain scales but is correlated most highly with physical
functioning, role-physical functioning, bodily pain and gener-
al health) and a mental component summary (MCS) score
(containing all eight health domain scales but correlated most
highly with mental health, role-emotional functioning, social
functioning and vitality) were calculated [32]. Specifically,
PCS and MCS were computed by multiplying each health
domain scale score by PCS- or MCS-specific coefficients
which are derived for the SF36 from the 1990 US general
population. There are no Irish SF12v2 norms, but previous
research indicated that there were no significant differences
between normative values for the SF-36 (scores for which are
highly correlated with SF12 scores) in the Irish and US
populations [33]; hence, we standardised to the SF12 US
population norms to provide PCS and MCS scores in the
range 0–100 (mean=50, SD=10). Lower PCS or MCS indi-
cate more limitations in functioning. Missing SF-12v2 data
were dealt with in accordance with scoring manuals [32].
Statistical analysis
Standard multiple regression analysis was performed to inves-
tigate the ability of the five CRA factors to predict PCS and
MCS. In this part of the analysis, variables were considered
statistically significant at the 5 % level. Preliminary analyses
were conducted to ensure no violation of the assumptions of
normality, linearity and homoscedasticity. All measures were
normally distributed with the exception of the objective bur-
den scores. Due to the variable nature of this data, we recoded
it into three categories. Additionally, the correlations amongst
the predictor variables were assessed to ensure
multicollinearity was not an issue. Subjects with missing data
for variables included in the analyses were excluded on a
pairwise basis.
Independent sample t tests and one-way between-group
analysis of variance (ANOVA) were conducted to investigate
differences in PCS and MCS on a range of objective factors
including objective burden (carer incurred time and OOP
costs), socio-demographic characteristics, carer relationship
to patient and carer health for our supplementary analysis. In
this part of the analysis, Bonferroni corrections were applied
to accommodate multiple testing; the notional alpha was
0.005 (i.e. 0.05 / 10). Effect sizes for group differences were
calculated using partial eta-squared values (η2). While
Cohen’s d is generally reported as the measure of effect size
for t tests, eta-squared results can just as reliably be reported
for t test analysis as well as ANOVA [34]. Interpretations of
the eta-squared effect size are consistent for t tests and
ANOVA [34, 35]. We therefore decided to use one measure
of effect size for all analyses to avoid potential confusion.
According to Cohen [36], η2 values of 0.01–0.05 suggest a
small effect between mean scores, values of 0.06–0.13 indi-
cate a medium effect and values of ≥0.14 indicate a large
effect.
Results
Carer characteristics
Carer characteristics are summarised in Table 1. A total of 153
carers (28 males and 125 females) completed the question-
naire (response rate=68 %) and carer age ranged from 21 to
83 (mean=58.3; SD=13.0).
Carer subjective burden, objective burden, physical QoL
and mental QoL: descriptive results
Descriptive statistics for the five CRA factors, two carer
objective burden factors, and PCS and MCS are provided in
Table 2. The most negatively affected CRA domain was
disrupted schedule (mean=3.0, SD=1.0), followed by finan-
cial problems (mean=2.4, SD=0.9), health problems (mean=
2.3, SD=0.7) and lack of family support (mean=2.0, SD=
0.8). Carers’ scores indicated a low level of esteem burden
(mean=1.7, SD=0.5). Two in three carers (68 %) reported
dedicating some time to caregiving tasks in the previous
30 days, and the mean time involved was 20 h per week.
Approximately half (51 %) of all carers incurred some caring-
related OOP costs. Carers’ mean PCS was 48.56 (SD=10.38;
median=51.61; range 17–65) and mean MCS was 49.22
(SD=9.70; median=51.34; range 17–68). Neither value was
significantly different from population norms.
Associations between subjective burden and carer PCS
and MCS
Table 3 summarises the results of subjective burden factors as
predictors of carer PCS and MCS. The five CRA factors
explained 29.5 % of variance (adjR2=0.27) in PCS
(p<.001). Two of the five factors significantly contributed to
the prediction of PCS; health burden (β=−0.76, p<.001) and
schedule burden (β=.28, p<.01). Higher levels of health
burden were strongly associated with lower levels of PCS,
while higher levels of schedule burden were more weakly
associated with higher PCS.
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The five CRA factors explained 28.3 % of variance
(adjR2=.26) in MCS (p<.001). Two of the five variables
significantly contributed to the explanation of MCS; financial
burden was the strongest predictor (β=.24, p<.01), followed
by esteem (β=.18, p<.05). Higher levels of both financial
burden and esteem were weakly associated with lower MCS.
Group differences in carer PCS by objective factors
Table 4 summarises group differences for PCS by objective
burden and other objective factors. No statistically significant
effects were observed for OOP costs (p=.62) or time dedicat-
ed to caregiving activities (p=.66) on PCS. Carers with a
comorbid condition (p=.001; η2=.22) and those aged over
61 years of age, compared to those aged 61 or under (p<.001,
η2=.15), reported significantly lower PCS. PCS also varied
according to relationship status, with spousal carers reporting
significantly lower PCS than non-spousal carers (p=.001;
η2=.14). In addition, carers who experienced no change in
income had a lower PCS than those who experienced a de-
crease in income (p=.003; η2=.06). While no statistically
significant effect was observed in PCS by employment status
(p=.009), retired individuals had lower PCS compared to
those in paid employment (η2=.09).
Group differences in carer MCS by objective factors
Table 5 summarises group differences for MCS. No statisti-
cally significant group differences emerged for objective carer
burden factors or for any socio-demographic and carer factors.
Although not statistically significant, evidence did exist for
possible differences in MCS by financial variables. Those
whose income decreased reported weak to moderately lower
MCS compared to those whose income remained unchanged
(p=.19; η2=.04), while a moderate difference was observed in
Table 1 Carer characteristics
Carer characteristic Number Percenta
Age
≤61 76 50.3
>61 75 49.7
Gender
Male 28 18.2
Female 125 81.2
Employment status
Employed 68 45.9
Looking after home 38 25.7
Retired 33 22.3
Other 8 6.1
Relationship to patient
Spouse/cohabiting 111 73
Son/daughter 29 19.1
Parent 8 5.3
Other 4 2.6
Sole carer
Yes 107 69.5
No 42 27.3
Children
Carer has children 127 83.0
Carer does not have children 26 17.0
Medical condition (comorbidity)
Yes 42 27.3
No 103 66.9
Income change since diagnosis
Increased/stayed the same 96 62.3
Decreased 48 31.2
a These figures refer to the percentage of the sample who answered the
question
Table 2 Descriptive statistics for
key carer PCS and MCS and
subjective and objective carer
burden
Measure Number Mean SD Range
Health-related QoL (SF12v2)
Physical component summary (PCS) 145 48.4 10.5 17–65
Mental component summary (MCS) 145 49.3 9.7 17–68
Subjective burden (CRA)
Carer esteem 149 1.7 0.5 1–3
Disrupted schedule 150 3.0 1.0 1–5
Lack of family support 150 2.0 0.8 1–4
Financial problems 150 2.4 1.0 1–5
Health problems 150 2.3 0.7 1–4
Objective burden
Caring-related OOP costs (€ per week) 146 58.6 135.4 0–1020
Time spent on caregiving (hours per week) 139 20.2 28.0 0–135
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Table 3 Multiple regression model summarising carer subjective burden domains as predictors of carer PCS and MCS
Variables R R2 AdjR2 β B SE CI 95 % (B) p value
PCS
Model .543 .295*** .270
Family support .17 2.26 1.21 −.14/4.66 .065
Finances .13 1.66 1.05 −.41/3.73 .115
Schedule .28 3.01 1.19 .66/5.36 .012
Health −.76 −10.91 1.48 −13.83/−7.98 <.001
Esteem −.08 −1.73 1.65 −1.53/4.98 .296
MCS
Model .532 .283*** .257
Family support −.16 −1.92 1.13 −4.16/.31 .091
Finances −.24 −2.80 .97 −4.73/−.88 .005
Schedule −.13 −1.29 1.11 −3.48/.90 .244
Health −.16 −2.17 1.38 −4.89/.55 .117
Esteem −.18 −3.39 1.53 −.36/−6.42 .028
Note PCS and MCS models, N=143; statistical significance ***p<.001
Table 4 Group differences for carer PCS: objective factors
Carer variables Group Number Mean SD t/F p value η2
Age ≤61 78 52.12 9.00 5.08 <.001* .15
>61 65 43.71 10.54
Gender Male 26 49.56 9.45 .54 .591 .00
Female 117 48.34 10.60
Employment status Paid 66 51.70 8.46 4.05 .009 .09
Homemaker 34 46.28 11.61
Retired 30 44.98 10.94
Other 8 46.69 12.48
Relationship to patient Spouse 103 46.52 10.73 −4.78 <.001* .14
Other 39 54.00 7.19
Sole carer No 98 47.66 10.39 −1.72 .089 .02
Yes 41 50.93 9.84
Children Yes 117 47.73 10.35 2.07 .040 .03
No 26 52.33 9.86
Medical condition (comorbidity) Yes 39 39.77 11.67 6.11 <.001* .22
No 97 52.10 7.51
Income change No Change 90 47.07 10.67 −3.03 .003* .06
Decrease 46 52.11 8.32
Caring-related OOP costs No extra costs 65 49.55 9.04 .48 .623 .01
€1–€43 extra 36 48.51 10.35
€44+ 36 47.50 12.13
Time spent on caregiving (h) 0 41 47.65 11.72 .41 .663 .01
1–24 43 49.67 8.14
25+ 46 48.45 10.77
Statistical significance *p<.005, η2 =partial eta-squared effect size
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the mean MCS between those carers who reported no extra
caring-related OOP costs and those who did (p=.02, η2=.06).
Discussion
Our study has revealed the considerable impact that both
subjective and objective carer burden has on HRQoL of carers
of colorectal cancer patients. In particular, carer subjective
burden was important in explaining both carer physical and
mental HRQoL, while socio-demographic and health factors
were only significant in predicting carer physical HRQoL.
Subjective burden as a predictor of carer physical and mental
health
Bevans and Sternberg [37] suggest that degradations in phys-
ical health amongst cancer carers may be primarily attributed
to perceived carer burden. However, in our model, only two of
the five CRA subscales—impact on health and impact on
schedule—were significant predictors of carer physical health.
While the negative relationship between health burden and
physical health seems entirely intuitive, the positive relation-
ship between higher schedule impact and better physical
health is intriguing. We might speculate that those reporting
a higher schedule burden may have additional commitments
(such as work or family commitments) that could further
exacerbate the perceived schedule burden of caring, but which
would require higher physical health to begin with. For ex-
ample, those in employment would be expected to be more
physically healthy (and this is observed in our sample of
carers), yet this employment would put greater constraints
on the available time to dedicate to caring and hence might
lead the individual to report a higher subjective schedule
burden.
A higher subjective financial burden significantly predicted
mental health, and this was also reflected in our investigation
of differences in MCS by objective factors which found that,
although not statistically significant, the largest effect size on
carer MCS was accounted for by OOP costs (η2=0.06). The
economic and financial effects of caring have begun to be
more widely recognised, and distinct aspects of the burden
areas have started to be distinguished including reduced
Table 5 Group differences for carer MCS: objective factors
Carer variable Group Number Mean SD t/F p value η2
Age ≤61 78 47.71 10.60 −2.21 .029 .03
>61 65 51.15 8.08
Gender Male 26 48.91 9.92 −.18 .859 .00
Female 117 49.29 9.72
Employment status Paid 66 48.07 10.82 1.32 .272 .03
Homemaker 34 50.50 9.55
Retired 30 51.27 7.52
Other 8 45.59 8.29
Relationship to patient Spouse 103 49.97 9.02 1.59 .11 .02
Other 39 47.08 11.28
Sole carer Yes 98 49.99 9.88 1.35 .178 .01
No 41 47.53 9.55
Children Yes 117 49.07 9.68 .39 .696 .00
No 26 49.90 10.08
Medical condition (comorbidity) Yes 39 48.13 9.49 1.08 .284 .01
No 97 50.12 9.84
Income change No Change 90 47.07 10.67 2.37 .019 .04
Decrease 46 52.11 8.32
Caring-related OOP costs No extra costs 65 51.77 8.18 4.24 .016 .06
€1–€43 extra 36 47.40 9.56
€44+ 36 46.59 11.63
Time spent on caregiving (h) 0 41 50.25 7.19 .37 .694 .00
1–24 43 49.91 8.89
25+ 46 48.62 11.56
η2 =partial eta-squared effect size
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income levels [38], time taken off work [39] and OOP ex-
penses related to caring [17, 40]. In our study, almost 50 % of
carers incurred some OOP cost, with an average of €59 per
week across all carers and a maximum of €1020 per week in
the previous 30 days. These costs can include household
expenses (for example special food and drink), medicine (for
example prescription and over-the-counter medicines),
cancer-related items (for example doctor and nurse visits,
stoma expenses) and transportation costs [17, 40–42].
Routine additional expenditure of this nature has the potential
to accumulate over time and—as suggested by our results—
cause a significant financial burden which can, in turn, im-
pinge on carer mental health. Further investigation is warrant-
ed of these and their consequences for mental health in differ-
ent cancer social welfare systems and health systems.
Subjective financial burden and its relationship to carer
HRQoL have been relatively under-researched. Previous stud-
ies have examined the financial consequences of a diagnosis
of cancer and how these can predict patient depression, anx-
iety and stress [43, 44] while previous qualitative research,
conducted as part of the wider project from which the current
study is drawn, suggests an association between financial
burden and emotional burden in colorectal cancer patients
[28]. This current study extends the evidence base by further
highlighting how carers can be adversely affected in terms of
mental health; additional investigation of this important asso-
ciation is warranted in other settings.
While our study confirmed previous findings of high carer
esteem in cancer carers (colorectal cancer [45], oral cancer
[46], palliative and terminally ill cancer patients [47–49]), it
also revealed that higher carer esteem was a predictor of lower
mental health. This intriguing result contradicts what might
have been expected a priori and suggests some tension be-
tween how carers’ perceive the experience of caregiving (or
how they feel they should perceive or report it) and how it
actually impacts upon them emotionally. Further investigation
of what might explain this finding is warranted in order to
better understand how caregiving impacts emotionally on
carers.
Objective factors and carer’s physical health
Despite growing recognition of the implications that poor
physical functioning has for overall carer well-being, few
studies have systematically examined physical HRQoL as a
unique construct and how it varies between carers (e.g. [27,
9]). Unsurprisingly, in this study, older carers had significantly
lower physical health scores than younger carers. Carers with
a comorbid condition also had significantly lower physical
(η2=.22), but not mental, health. Taken together, these find-
ings are consistent with recent literature which suggests that
older carers are at risk of worsening physical health “doubly
burdened” by comorbid conditions and the task of caregiving
itself [6]. Indeed, older carers have a 63 % higher mortality
rate than the non-carer population of a similar age [50] which
suggests an underlying physical risk from caring that cannot
be explained by age alone. Given that almost half of the carers
in our sample were 61 years or older and 71% had a comorbid
condition, and given the physically intensive nature of the
carer tasks involved in caring for someone with colorectal
cancer (such as increased household activities (e.g. feeding
and dressing) and cancer-specific care (e.g. changing stoma
bags and bandages) [17]), such risks may be particularly
pertinent in colorectal cancer patient carers.
The significantly lower physical health amongst carers who
were spouses of the colorectal cancer patient compared to
those who were not was noteworthy (η2=.14). This may be
due in part to the complex roles that spouses play in the
caregiving process including providing important emotional
and practical support [16] as well as the fact that care from
spouses, or others who live with the patient, is likely to be
more persistent, affording less time for carers to rest from
physical duties. Spouses of colorectal cancer patients are also
more likely to be involved in certain aspects of care, such as
stoma care, than other carers, and this may lead to increased
physical strain [9, 14].
Interestingly, a decrease in income was associated with
higher PCS. The explanation for this is unclear, but we might
speculate that carers who took time off work (either of a
temporary or long-term nature) and resultantly suffered a fall
in income had more time to devote to their caregiving duties,
thus lessening the physical burden of care. A similar finding
has been reported in relation to the subjective burden experi-
enced by carers of patients with rheumatoid arthritis [51].
Implications
Some studies suggest cancer carers experience losses in both
physical and mental aspects of HRQoL compared to the
general population (e.g. [9]), however—as found in this
study—these decrements have differing predictors which
points to a need to address these aspects of HRQoL separately.
Overall, our analysis revealed that risks to carer physical
health were associated with carer’s subjective burden (includ-
ing impact on health and schedule) and identifiable socio-
demographic and health factors, while risks to carer mental
health were only associated with carer subjective factors (in-
cluding perceived financial burden and esteem). Our findings
therefore suggest that sensitivity to variability in carer charac-
teristics, and in particular carer perceived burden of care, is
required when assessing carer needs for support over the
course of the survivorship continuum. The results from the
current study can be utilised, in conjunction with existing data,
to formulate theoretically and empirically supported models of
HRQoL that integrate both the subjective burden predictors
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and objective predictors of both physical and mental health
amongst informal cancer carers.
Strengths and limitations
An important contribution of this study is its evaluation of the
impact carer subjective burden has on carer mental and phys-
ical HRQoL. This is the first study to investigate the influence
of subjective and objective burden in colorectal carer HRQoL
in Ireland and one of only a limited number to examine this
area internationally. Our study contains a number of limita-
tions. The survey was cross sectional providing a snapshot at a
single point in time, and the career burden, HRQoL effects
and the predictors of these may change over the trajectory of
the illness and survivorship. In addition the carers included
were derived from an initial patient survey and may not be
representative of the general population of colorectal cancer
patient carers in Ireland.While the response rate was relatively
high (68 %), we cannot exclude the possibility that non-
responders and responders may differ in terms of carer burden
or physical or mental health. The primary focus of this study
was to provide the first empirical assessment of the impact of
perceptions of caregiving on the HRQoL of colorectal cancer
patient carers. Future research could expand on this analysis
by investigating additional variables that may mediate this
relationship.
Conclusion
We found that subjective burden factors are important predic-
tors of both physical and mental HRQoL amongst colorectal
cancer patient carers; however, the domains which predict
HRQoL differ for physical and mental health. In addition,
while several carer socio-demographic characteristics were
associated with physical health, the financial burden of care
had a larger impact on carer mental health. Our results dem-
onstrate the need to recognise the distinctive aspects of the
HRQoL impact of caring and indicate that strategies to eval-
uate carer needs must be sensitive both to variability in carer
characteristics and perceived carer burden.
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